
330 MAY 2011 • VOL. 43, NO. 5 FAMILY MEDICINE

ORIGINAL
ARTICLES

Conscientious objection, a 
term most closely associated 
with opposition to war, ex-

ists among health care profession-
als. Several widely publicized cases 
in which a physician or pharmacist 
refused to dispense a medication or 
perform a procedure for reasons of 
conscience have brought the issue 
to national prominence.1,2 While con-
scientious objection in medicine is 

known to be present, what occurs in 
the interaction between a physician 
and patient at the moment a conflict 
of conscience arises is unknown. Be-
haviors surrounding conscientious 
refusal are largely unknown with 
anecdotal descriptions being the 
norm, usually in the context of a le-
gal case.  

Curlin et al conducted a nation-
wide survey of a random, stratified 

sample of US physicians on attitudes 
and beliefs regarding religious be-
liefs and conscientious objection.3 
Physicians were predominately 
male (74%), Caucasian (78%), and 
came from diverse geographical lo-
cations, practice types, and medi-
cal and surgical subspecialties. The 
majority (63%) scored moderate or 
high on a scale of intrinsic religiosity, 
with 50% of respondents identifying 
a Christian affiliation, 16% identify-
ing a Jewish affiliation, 10% iden-
tifying no religious affiliation, and 
the remainder identifying another 
type of religious affiliation. Fifty-two 
percent of the physicians surveyed 
objected to abortion for failed contra-
ception, 42% objected to prescribing 
birth control to adolescents without 
parental consent, and 17% objected 
to terminal sedation. Physicians in 
this survey were also queried about 
opinions regarding behaviors when a 
physician has a conscientious objec-
tion. Sixty-three percent of respon-
dents believed it is ethical for the 
physician to describe his or her ob-
jection; 86% believed that the physi-
cian has an obligation to provide all 
the information about the request-
ed procedure, and 71% believed the 
physician has an obligation to refer 
for the procedure.  

A second survey of a random sam-
ple of primary care physicians was 
conducted by Lawrence and Curlin.4 

From the Department of Family Medicine, 
University of Wisconsin 

Conscientious Refusal in Family 
Medicine Residency Training 
Jennifer E. Frank, MD

BACKGROUND AND OBJECTIVES: Conscientious refusal among physi-
cians to provide medical care is known to exist. The prevalence of consci-
entious refusal in residents and behaviors surrounding moral objections is 
largely unknown. The purpose of this study was to identify the prevalence 
of moral objections among family medicine residents and faculty mem-
bers and to identify beliefs and actions surrounding conscientious refusal. 

METHODS: A Web-based survey was e-mailed to residents and faculty in 
six family medicine residency programs. Those respondents identifying a 
moral objection were asked about their beliefs and practices regarding 
disclosure and referral.  

RESULTS: A total of 154 physicians responded (44.9% response rate).
The majority reported a moral objection to at least one procedure with 
abortion for gender selection eliciting the largest number of moral objec-
tions (79.2%). Of the 14 procedures identified, at least four respondents 
(2.6%) reported an objection. The majority believed that a physician with 
a moral objection has a duty to disclose his or her objection to colleagues, 
but the majority had not done so. Resident and faculty physicians were 
generally felt to have the same right to refuse. Fifty-five percent of all 
respondents reported having participated in morally objectionable care 
based on medical futility. 

CONCLUSIONS: This study is the first to demonstrate the prevalence 
of moral objection to legally available medical procedures among family 
medicine residents and faculty. The survey responses demonstrate that 
conscientious objection exists and that there is support for physicians ex-
ercising moral objection in clinical practice, provided they engage in ap-
propriate patient education and referral. 

(Fam Med 2011;43(5):330-3.) 
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In this study, 61% of respondents 
were male, 44% were Asian, and 44% 
were Caucasian; they were fairly 
equally distributed among ages with 
a range of 26–60 years old, and 26% 
were family physicians, with the re-
maining 74% specializing in internal 
medicine. Interestingly, while 78% of 
respondents agreed that a physician 
should never do something he or she 
considered to be morally wrong, 57% 
agreed that physicians have an ob-
ligation to provide services to which 
they may morally object.4 When ob-
jections to legal medical procedures 
were identified, the majority of phy-
sicians did not believe they have an 
obligation to perform the procedure, 
but the majority did believe they 
have an obligation to refer. Sixty-
eight percent of physicians objected 
to physician-assisted suicide, 44% ob-
jected to abortion for failed contra-
ception, and 44% objected to abortion 
if the fetus had Down syndrome.

Residency training is a unique 
practice environment. A power dif-
ferential exists between faculty and 
resident physicians potentially im-
pacting a resident physician’s com-
fort with or ability to articulate a 
moral opposition to a controversial 
practice. Practice attitudes and pro-
fessional roles are still being devel-
oped by residents who are in what 
has been termed a “professional 
adolescence.” Additionally, resident 
physicians are required to receive 
training in a specified group of pa-
tient care scenarios and medical 
procedures, which may make con-
scientious refusal difficult to recon-
cile with training requirements. 

Research into conscientious objec-
tion in residency training is limited. 
Lazarus5 described the environment 
in an obstetrics and gynecology resi-
dency program surrounding the per-
formance of or refusal to perform 
abortions. As has been described 
elsewhere,6 residents who declined 
to participate in abortions for moral 
reasons chose, in some cases, to ex-
tend their refusal to involvement in 
pre-procedure evaluation, ordering 
labs, or even interacting with the 
patient after the patient’s intent to 

obtain an abortion became known. 
Interestingly, only six of 20 resi-
dents and two of 24 faculty physi-
cians elected to perform abortions in 
the residency program she describes. 

Family medicine residency train-
ing provides a unique opportunity to 
explore the professional, legal, ethi-
cal, and practical issues surround-
ing conscientious objection. Family 
medicine is distinctive among spe-
cialties in encompassing nearly all 
controversial medical practices, in-
cluding neonatal male circumcision, 
reproductive health, sexual med-
icine, end-of-life care, and trans-
gender medicine. During residency 
training, resident physicians are 
both expected and required to prac-
tice full-scope family medicine, which 
includes comprehensive care of pa-
tients at all stages of life. While an 
attending family physician may se-
lect a practice that allows him or her 
to freely exercise his or her moral 
objections unencumbered, resident 
physicians do not enjoy the same 
freedom in choosing how they prac-
tice medicine. They are subject to 
attending oversight and required 
to participate in clinical activities 
in which they may be asked to pro-
vide a service to which they object. 
As trainees, their objections to medi-
cal procedures considered typical for 
a family physician to perform may 
interfere with an adequate training 
experience or may unfairly burden 
colleagues with increased workload. 
This paper reports results of a sur-
vey of attending and resident family 
physicians’ beliefs about conscien-
tious objection and practices when 
confronting this issue in their own 
clinical experience.

Methods 
Sample
The University of Wisconsin Institu-
tional Review Board determined that 
this research study was exempt from 
review. A quantitative study was con-
ducted of resident and faculty phy-
sicians in the six family medicine 
residency programs in the Univer-
sity of Wisconsin Department of 
Family Medicine from June through 

August 2008. A total of 343 resident 
and faculty physicians were invited 
to participate in an electronic Web-
based survey. Three separate invita-
tions were sent by e-mail to resident 
and faculty physicians with a link to 
the survey. Demographic information 
was not collected on study partici-
pants in an effort to preserve confi-
dentiality among a relatively small 
group of physicians.  

Survey Instrument
A Web-based survey (websurvey@
UW) was used for the eight-item 
questionnaire. The Web-based sur-
vey was anonymous and voluntary, 
and all questions were optional to 
complete. The survey focused on 
prevalence of moral objection to 14 
legally available medical procedures, 
practices, and prescriptions, behav-
iors and opinions regarding disclo-
sure of moral objections, and beliefs 
regarding different requirements or 
allowances for resident physicians to 
exercise moral objection compared 
with attending physicians (survey 
available from corresponding author 
upon request). The survey questions 
were based in part on a previously 
published survey of physicians’ be-
liefs regarding conscientious objec-
tion.3  

Data Analysis
Descriptive frequency statistics were 
calculated on responses to each of 
the questions in the survey. Both ab-
solute numbers of responses and per-
centages based on the total number 
of responses to each question were 
calculated.  

Results 
Survey Response Rate
A total of 154 respondents complet-
ed the survey, yielding an overall 
response rate of 44.9%. Survey re-
spondents were not identified based 
on type of response, faculty or res-
ident status, or any demographic 
data. Since no survey items required 
mandatory completion, not all ques-
tions received 154 responses. Survey 
questions received between 131 and 
154 responses each.  
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Conscientious Objection  
to Specific Procedures
Each of the 14 procedures or pre-
scriptions had at least four re-
spondents (2.6%) who reported an 
objection. One procedure (perform-
ing or referring for an abortion for 
gender selection because of parental 
preference) solicited 122 respondents 
who identified a potential objection, 
representing 79.2% of total respon-
dents. Aside from this one procedure, 
a minority of respondents (4–43, rep-
resenting 2.6%–27.9%, respectively) 
identified an objection to the listed 
procedures and practices. Likewise, 
the majority of respondents identi-
fied “no objection” to 13 of 14 pro-
cedures and practices with a range 
from 91–147 respondents (59%–
95.5%, respectively).  

The respondents were also asked 
to identify whether residents should 
be allowed to refuse participation in 
these procedures and practices. With 
one exception, a larger number of re-
spondents identified that a resident 
had a right to refuse than the num-
ber who volunteered a personal ob-
jection. Depending on the procedure, 
between 19 (12.3%) and 89 (57.8%) 
of respondents indicated a belief in 
the resident’s right to refuse, with 
performing an abortion for failed 
contraception generating the larg-
est positive responses.

Behaviors Surrounding  
Conscientious Refusal
Twelve (13%) of the respondents who 
had at least one moral objection re-
ported notifying their supervisor 
(medical director or program direc-
tor) of their objection, with the ma-
jority (87%) reporting that they had 
not informed their supervisor of their 
objection. However, the majority of 
respondents (86.4%) believed that a 
physician with a moral objection was 
obligated to disclose the objection to 
practice colleagues. The majority of 
respondents with a moral objection 
(62/103 or 60.2%) did report having 
a plan to “inform, educate, and refer 
patients who request the objection-
able procedure.”  

Respondents were asked about 
their experience providing or re-
fusing to provide care that they 
considered morally objectionable 
on the basis that the care was fu-
tile. Eighty-four of 147 respondents 
(57.1%) reported providing this type 
of care with 35/147 (23.8%) stating 
they had not done so. Twenty-eight 
(19%) reported never being in this 
specific clinical scenario. Twenty-
seven of 151 (17.9%) respondents re-
ported refusing to provide futile care 
on moral grounds with 91/151 never 
refusing (60.3%) and 33/151 (21.9%) 
never being in this clinical situation.

Obligation to Inform and Refer
The majority of respondents stated 
that a physician has an obligation to 
fully inform patients about (95.5%) 
and to refer patients for (90.2%) 
procedures to which he or she has a 
moral objection. Seventy percent of 
respondents felt that it is acceptable 
for a physician to explain the ratio-
nale behind his or her objection to 
the patient.

Clinical Scenario
Respondents were given a brief clini-
cal scenario (Table 1). The majority 
of respondents (69.9%) reported that 
the attending and resident physician 
have the same right to refuse. Eigh-
teen percent reported that the resi-
dent is more entitled to refuse, 5.9% 
reported the resident is less entitled 
to refuse, and 5.2% reported that nei-
ther physician has the right to refuse 
to perform the procedure.

Discussion
The majority of respondents report a 
moral objection to at least one legal 
medical procedure, although this is 
an outlier, with the majority of re-
spondents reporting no objection to 
the remaining 13 procedures listed. 
This particular procedure (abortion 
for gender selection for parental pref-
erence) may elicit a strong emotional 
response among physicians who feel 
that it is an inappropriate reason for 
abortion. Each procedure listed elicit-
ed at the minimum four respondents 
with a potential objection, revealing 
that even common and widespread 
medical treatments and procedures 
(vasectomy, tubal ligation, treatment 
of sexual dysfunction in an unmar-
ried person) are objectionable to a 
small minority of practicing physi-
cians.

In general, there was support for 
resident refusal even among physi-
cians who did not personally have an 
objection to a specified procedure or 
practice. This was further borne out 
in a hypothetical clinical scenario in 
which most survey respondents iden-
tified that a resident physician has 
an equal or stronger right to refuse 
than an attending physician. De-
spite the reliance on resident physi-
cians to do much of the “front-line” 
work with patients and the recogni-
tion that broad training experiences 
are needed to become a competent 
family physician, resident and fac-
ulty family physicians do respect 
resident physicians’ ability to hold 

Table 1: Hypothetical Scenario

Consider the following scenario. An attending physician and a second-year 
resident are rounding in the nursery on one of the residency program’s patients. 
One of the newborns is scheduled to have a circumcision performed that 
morning. The resident objects to neonatal circumcision on moral grounds and 
refuses to participate in the procedure.
• The resident is more entitled to refuse to participate in a morally 
objectionable procedure because his or her participation is not essential to the 
patient’s care.
• The resident is less entitled to refuse to participate in a morally objectionable 
procedure because he or she is a trainee. 
• The resident has the same right to refuse to participate as the attending 
physician does because they are both physicians. 
• Neither the resident nor the attending has the right to refuse to participate.
• Other, please specify
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personal moral objections and to ex-
ercise their right to refuse.

In the presence of moral objec-
tions, disclosure to colleagues is 
seen as an obligation, but it is rare-
ly done. More conversation around 
conscientious refusal needs to oc-
cur at all levels, including between 
learner and teacher, colleagues, and 
physicians and patients. Reasons for 
failure to disclose need to be eluci-
dated to identify barriers. Given the 
prevalence of moral objections to le-
gal medical procedures and prescrip-
tions, medical students, residents, 
and faculty should discuss the eth-
ics of conscientious refusal, methods 
for communication with peers, super-
visors, and patients, and the require-
ment for legally and ethically sound 
plans of care.

Limitations
The response rate (44.9%) is one 

limitation of the survey since the 
majority of those invited to respond 
did not do so. This limits interpreta-
tion of the results and could indicate 
that those surveyed who had stron-
ger beliefs (in one direction or the 
other) may have been more likely 
to respond. The results of this study 
are unique to the residents and fac-
ulty in the University of Wisconsin 
Department of Family Medicine and 
limit generalizability of the findings. 
No demographic data was obtained, 
making it impossible to determine 
if professional experience or current 
position is linked to beliefs or behav-
iors. It is also not possible to iden-
tify if specific characteristics (such 
as religious beliefs) are associated 
with moral objections as was iden-
tified previously.3  

Since behaviors are self-reported, 
there may be bias inherent in the re-
sponses and error in recollection of 
clinical experiences. The complexity 
of the subject matter may also lim-
it the respondents’ ability to give a 
complete answer by requiring a yes 
or no response.  

Conclusions
The appropriate response to the res-
ident physician who voices a moral 
opposition to a controversial medi-
cal practice is still being defined. To 
promote ethical development in res-
idency education, it is important to 
proceed through several steps. The 
first, which this study sought to ad-
dress, is to define the prevalence of 
the issue. Clearly, if conscientious 
refusal is only a philosophical con-
struct that does not play out in the 
interaction between a patient and 
physician, then it is not a high priori-
ty for resident education. If, however, 
moral objections to legal, medical-
ly appropriate, and available proce-
dures, prescriptions, and practices 
does exist as demonstrated by this 
survey and others,3,4 it is imperative 
that an appropriate response is con-
sidered, debated, and finally defined.  

Lazarus5 quantified the problem 
facing resident physicians and pro-
gram directors who confront moral 
opposition. In her program, 17/20 
residents volunteered that the policy 
regarding performing abortions was 
not stated when they interviewed 
for the program and that the poli-
cy should be clarified. Fifteen of the 
20 residents desired further discus-
sion on the ethical issues surround-
ing abortion policy.

While interesting, it is not suffi-
cient to only define the issue. Fur-
ther steps must explore how beliefs 
evolve into behaviors, how those be-
haviors play out in patient care, and 
how resident physicians can be edu-
cated to promote ethical behavior in 
the provision of care. 
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